Economic development over the years has resulted in economic disparity which reflects in the health statuses of the people by influencing their ability to access health care facilities. Despite progress in medical sciences, deaths result from disease conditions and malnutrition which are preventable due to constraints on access to treatment. In situations where access is available, poor policy and institutional mechanisms make them ineffective in their outcomes.
INTRODUCTION
Every year there are nearly 11 million deaths of children under the age of five; 5 million die from AIDS and Tuberculosis; 0.5 million mothers die from pregnancy related issues and over 140 million children suffer from malnutrition. Over 95% of these cases are in the developing world.
Such staggering incidence of ill health and death reflect the great disparity in the status of individuals among the developed and developing countries and acts as a major impediment to economic progress (World Bank 2004) .
The Millennium Development Goals were made as a response to the prevalent magnitude of ill health and death; the significant disparities in the distribution of these indices and their impact on economic growth. Heads of 189 countries adopted the UN millennium declaration in year 2000, which aimed to achieve "The Millennium Development Goals" (MDG'S) by 2015. This commitment is to reduce poverty and hunger, gender inequality, tackle ill health, lack of education, environmental degradation and provide access to clean water.
A review of progress; in year 2005 of achievement of the interventions in respect of MDG'S related to health; world wide shows a mixed picture. More importantly it highlights the fact that progress has varied considerably across and within regions due to the fact that effective interventions have not been used. This reflects weak policy and institutional mechanisms (Wagstaff and Claeson World Bank 2004) . Progress of achievement of the Millennium Development Goals in India reflects the same (Deolalikar World Bank 2004) . There have been calls for scaling up of funding of the health sector programmes along with removal of other constraints facing the actual scaling, including increased emphasis on human resource development (Wagstaff and Claeson World Bank 2004; NCMH 2005) .This paper takes a view that they alone would not be sufficient to achieve the MDG'S targets relating to health.
A paradigm shift in the focus from emphasis on the institution-service provider link to a focus on the service provider-household link is needed. Necessitated by the fact that health of an individual is influenced by a combination of good sanitation, nutrition, clothing, shelter, early detection of diseases and prompts access to health care service, focus has to be more on active individual behaviors which drive the emphasis on home based interventions than a mere implementation of health care instructions. The shift also highlights the need for tailoring interventions to accommodate local conditions which influence these home based interventions.
An integrated community based health services delivery model; built on this shift; backed by a centrally planned and controlled capacity building and resource allocation system for the health sector is more likely to lead to achievement of the MDG'S targets.
The paper is divided as follows: Part one deals with what the Millennium Development goals stand for, their genesis, and the interlinkages between them. Part two deals with the efforts to achieve the MDG'S. Part three identifies the effort required to achieve the MDG'S in India while part four develops the proposed integrated health care services delivery model duly highlighting its advantages over the existing system.
THE MILLENNIUM DEVELOPMENT GOALS: NATURE AND INTERLINKAGES

THE MILLENNIUM DEVELOPMENT GOALS
The eight Millennium Development Goals (Annexure 1) range from poverty reduction; achievement of universal primary education without gender disparity; health goals of reducing infant mortality and maternal mortality; combating diseases; and achieving environmental sustainability through a global partnership (UN 2005) . Thus they cover the areas of development through poverty reduction, health and environment sustainability.
THE LINKAGES BETWEEN MDG'S AND DEVELOPMENT
The Millennium Development Goals are explicitly interrelated and interdependent. They aim to address issues of poverty reduction, tackle ill health and malnutrition, gender disparity, and promote universal primary education, environment sustainability through a partnership with the developed countries.
MDG's and poverty:
Economic growth and health have a mutually reinforcing relationship. Improvements in health constitute an important element of strategies that have potential of enhancing economic growth, while reducing economic inequality. A considerable body of international evidence suggests that; while improvements in national economic performance may positively influence health, there also appears to be a strong link running from improved health to improved economic performance.(National Commission on Microeconomics and Health (India) -NCMH 2005) Higher incomes permit societies to afford better nutrition and access to better health care. Better health increases productivity, and enhances the ability to earn more income (NCMH 2005) .
At the individual level, the concept of poverty has moved away from emphasis on income to a notion of human well being and includes key human capabilities including health (Millennium health goals paths to the future 2003).
Poverty is as a result of ill health, malnutrition and high fertility. The illness of a household bread winner results in loss of income which undermines the ability of the house hold to cope financially. High fertility dilutes the resources available to other members. It also constrains the ability of the women members to add to house hold earnings. All these result in financial constraints which affect the quantum and quality of food intake resulting in a vicious cycle of poverty, malnutrition and ill health (Claeson et al 2001) . Thus poverty is a cause and consequence of ill health (See figure1). Because of poverty, poor house holds fall behind better off house holds and thus are more prone to illnesses. The two way causal relationship underlines the crucial role of health in economic growth (CMH 2002) .
Improving the general health status of the population is central to the achievement of the Millennium Development Goals, both as a direct component of the goals (goals 4, 5, and 6) and as having indirect influence on the achievement of the other goals. 8 out of the 18 targets and 18 of the 48 indicators are health related. (Millennium health goals, path to the future 2003).
CHARECTERISTICS OF THE POOR
• 
Figure 1
Therefore the key message of the Millennium Development Goals is to underlie the crucial importance of health in sustainable human development and thus economic growth.
Linkages among other MDG's:
Access to infrastructure like drinking water, proper sanitation, presence of road and telecommunication connectivity and access to education has a positive influence on the adult and child literacy. It also reduces gender disparity in education and nutrition, reduces malnutrition and thereby reduces the incidence of illnesses leading to reduced maternal and infant mortality and morbidity rates. Educational status of the adult female or mothers has a significant impact on reduction of gender disparity in education and reduces maternal morbidity and mortality rates thereby further impacting infant mortality rates. Education and access to infrastructure elements are themselves a function of socio economic development of the area and in turn indicate a reduction in the poverty levels (Deolalikar World bank 2004). Development of these infrastructural elements requires resources and expertise where the developed countries are expected to play a significant role.
The partnership with developed countries is aimed at reducing debt, increasing technology transfer and development (Millennium health goals, paths to the future, 2003). Thus MDG'S are a two way relationship in which the developing nations are committed to achieving goals 1-7 and the developed nations are committed to goal 8.
The crucial nature of goal 8 underlies its importance as an enabler mechanism facilitating the developing countries in their endeavor to achieve goals 1-7. Its influence on trade, debt and transfer of technology is substantial while simultaneously enabling the building of trust to foster further partnerships in development. Trade and development agenda concern TRIPS (trade related aspects of intellectual property rights) and public health, trade in health services, tariffs, subsidies and market access to goods and services. While the subjects concerning health have direct bearing on the health goals in MDG'S, other issue of trade and development have an effect on poverty levels, environmental sustainability and most crucially making available resources for developing countries to spend on developmental activities both directly( through development assistance) and indirectly through increased incomes( debt relief and increased trade). Increased gross incomes per capita (poverty reduction) will result in increased ability to access health care interventions, education and infrastructural elements like sanitation, communications and drinking water. These would have a direct impact on the health related behaviors of house holds, thereby improving their nutritional status, improving the maternal health and in turn the health of the children(Millennium health goals paths to the future 2003).
All these go to show the interconnectedness of the MDG'S and therefore investment in each one yields synergistic effects. It can be presented diagrammatically as follows (See figure 2).
Success in achieving one is dependent on the efforts to achieve others
STATUS OF EFFORTS AT ACHIEVING MDG'S
THE EXPERIENCE WORLD WIDE
Various prescriptions for achievement of health and social sector MDG' have been touted. While some have argued for massive scaling up of public health and other social sector expenditure (Sachs 2004), some have suggested multisector approach emphasizing cross sector synergies, and improved governance. (Leipziger 2003) A third prescription has been to concentrate on macroeconomic growth. Evidence points to the fact that economic growth helps but it alone cannot deliver the achievement of MDG'S targets (Tandon 2005) .
A review (UN 2005) highlights the fact that progress is mixed and slow in developing countries.
This slow progress is due to non effective interventions; institutional and policy weaknesses; a lack of focus on the households and lack of accountability of the service providers. Acceleration of the progress in achievement of MDG'S goals requires involvement of the households, coherence with poverty reduction strategies, addressing of issues of nutrition, and population control. Considerable effort is still required, especially from the poorest countries who may be the likely candidates to miss achieving the MDG'S targets. India may also be one of them.
Based on these facts, it looks imperative that significant achievement of MD indicators would require strategies which enhance access to services while shifting the focus to prevention of illnesses. It also means a relook at the present interventions being practiced.
THE INDIAN CONTEXT:
The MDG'S relating to health for India translate as follows :( Deolalikar World bank 2004) Starting with the fact that there have been considerable regional disparities in the past performance and these are likely to continue in the future; crucially, the report highlights the role of health education(aimed towards the mother), improved sanitation, access to drinking water and transport connectivity in facilitation of achievement of MDG'S (Annexure 2).
While assessing the work needed to put in to achieve the MDG'S targets, it highlights the glaring fact that some states have already achieved the targets, some are likely to achieve with the present interventions in the normal course, but there are a set of states which need to show considerable progress. A look at the table 2 below highlights these glaring disparities To summarize the Millennium Development Goals are people-centered, time-bound, and measurable targets, based on a global partnership, which have unprecedented political support and are achievable. (Haines and Cassels 2005) . They aim to deliver sustainable development and economic growth by focusing on health of the people. Efforts so far to achieve these targets in India and other countries have yielded mixed results due to policy and institutional weaknesses which calls for a relook at the intervention strategies.
EFFORTS REQUIRED TO ACHIEVE MDG'S IN INDIA
The efforts can be categorized as financial, policy, and investments in the related infrastructure. The government's commitment for expenditure on the health sector, at 3% of GDP works out to 22.5 billion $ (103500 crores).
POLICY
To effectively utilize the financial inputs, there is a necessity to have good policies which focus on the house holds, ensure accountability of service providers; involves the community and ensures effective surveillance, monitoring and evaluation of interventions (Claeson et al 2004) .
INVESTMENTS IN RELATED INFRASTRUCTURE:
There is considerable synergy between effectiveness of health interventions and economic Considering the centrality of the health related goals in the efforts to achieve the MDG'S and the considerable financial and non financial resources being committed, it necessitates that the strategies being formulated and deployed avoid the shortcomings associated with the interventions which have been in use till date.
ACHIEVING THE MDG'S: DEVELOPMENT OF AN INTEGRATED MODEL:
Having developed the background highlighting the importance of achieving the MDG'S, this paper now proposes an integrated community based health services delivery model which proposes a paradigm shift in the focus from emphasis on the programs (institution-service provider link) to a focus on the household (service provider-household link).The logic for the paradigm shift is based on the short comings associated with the present health care interventions and public health system in India and draws on the logic of the community based model developed by the Bangladesh rural advancement committee(BRAC). However the model is developed to overcome the shortcomings associated with both the above referred models.
INTERVENTIONS TO ACHIEVE MDG'S'S: AN ANLYSIS OF THEIR SHORT COMINGS IN CONTEXT OF INDIA
Although the reports (Deolalikar World bank 2004; NCMH 2005) highlight the inadequacies of the interventions to achieve MDG'S, they do not however explain the reasons for the gross differences in the health indices among the various states nor do they explain why our neighbors; similar to us in economic and socio cultural characteristics; have been able to out perform us.
The main reasons for such difference can be attributed to a difference in the focus of all health care interventions. A look at the characteristics of the Indian health care system will elucidate this point further.
The Indian health care system:
The health care system in India is largely in the public sector. It has been organized largely to finance and deliver curative care, as well as implement a number of centrally designed, controlled and sponsored family welfare and disease control programs. These programs are almost exclusively delivered through public institutions. In India centrally designed and controlled vertical programmes have been the mainstay of health care interventions over the last fifty years. Their focus has been more on the service provider and interventions rather than the actual end user. Emphasis was therefore on the curative aspect of health care and the instrument, irrespective of the fact whether it is appropriately adjusted to the local conditions or not (NCMH 2005) . Attempts to increase coverage and reach have made them err more on the side to achieve economies of scale in their programme activities (Ravichandran 2004) . This resulted in their failure to integrate with the provisioning of general health services, weakening of the health system as a whole. A disconnect from local health problems, priorities and the community itself resulted. This disconnect exacerbated the existing problem of access to services resulting in underutilization and increased out of pocket expenses for the household.
In contrast, in health interventions in Bangladesh (under BRAC) and Sri Lanka, the emphasis was on household members. Attempt was to promote actively, behavior which focused on prevention of illnesses. Active involvement of health personnel facilitated such behavior in the community. These behaviors reduced the need for health care interventions, facilitating increased work output and hence income security. (See annexure 3 for details).
These two examples highlight the stark differences in approaches of the two sets of programmes compared -which can be summarized as follows: Increased interpersonal trust and active seeking of access in time Attempting to achieve economies of scale Attempting to achieve economies of scope Apart from focus of interventions, crucial issues which get highlighted are; need for integration of health care programmes, proper management of support systems, and facilitation of access and use of the existing facilities which necessitates active participation of the households.
Difference in the focus is perhaps the most crucial factor which explains the significant differences in the outcomes of health interventions. However this paradigm shift has to be supported by active support from the health care system in form of trained health personnel who need to be positioned in the community they serve, ably supported by trained medical personnel.
The focus on preventive aspect of health care also necessitates active participation of the house holder himself. A look at the health conditions addressed by MDG'S and characteristics of health care as a service would allow us to develop further the logic for our contention as to why the focus should be centered on the end user.
Conditions addressed by MDG's
The Millennium development goals in health look at reduction of morbidity and mortality associated with childhood, maternal and perinatal, tuberculosis, malaria, HIV and other major disease conditions. A look at the disease burden faced by India in 2005 shows that the same diseases contribute about 40% of the burden. Most of the causes are preventable.
When we look at the contributory factors for these disease conditions; low socio economic conditions (poverty), malnutrition, poor sanitation, lack of access to good drinking water, and lack of awareness stand out as common contributory factors( for greater details see annexure 5).
This highlights the role of interventions which tend to educate, facilitate an individual's capacity to undertake behaviors and which promote good health through maintenance of good sanitation, nutrition, and an ability to identify deviations form health early and access health care facilities in time. A look at the factors influencing an individual's health will further corroborate this fact.
Characteristics of health care service
Health is an in alienable asset for an individual. It cannot be separated from him. Its ties with the individual get further reinforced as the individual's behavior is partly responsible for the maintenance of his health especially his behaviors which look at preventive interventions which promote his physical, mental and financial health. Health care interventions which promote health education tend to educate and facilitate an individual's capacity to undertake behaviors which promote good health through maintenance of good sanitation, nutrition, and an ability to identify deviations form health early and access health care facilities in time.
The consistency in such behavior requires that the house holder has considerable faith in the service provider's competence and there exists considerable inter personal trust. Infrastructure availability facilitates the prevalence of such behavior among house holds.
Health care service being a credence service good carries with it an innate uncertainty about its outcomes even after consumption. This innate uncertainty requires that the risk with it be reduced by focusing on reduction of the incidence and /or reduce the likelihood of the severity of diseases which require health care treatment (Arrow 1963). Behaviors of individuals which facilitate prevention and compliance of health care treatment instructions reduce this innate risk.
Such behavior also gets reinforced when access to quality health care facilities is ensured.
Health care has all the characteristics of a service good of high degree of intangibility, perishability, heterogeneity of service interactions and simultaneous production and consumption. Separation of the intangible and tangible elements in health care can allow for scale and scope economies in the activities. (Segal-horn 2003; Ravichandran 2004 ).
From the above, health as an outcome can be viewed as being influenced by the interaction of individuals behavior promoting good health( prevention), the presence and access to infrastructure such as sanitation, drinking water and transport connectivity( social and economic infrastructure) and access to quality health care. Key to this is the role of health education, the presence of health care personnel in the community, active involvement of the house hold and economic security. It is this very logic which demands a paradigm shift from the focus on interventions to the end user (house hold). An example would clearly bring out the support for the above logic. The fundamental philosophy driving the organisation is a belief that without the active involvement of the people efforts at poverty alleviation would not bear fruit. This is the logic for the now famous BRAC model.
The BRAC model
Village organisations are the foundation on which the entire development programme is built. At village level it undertakes activities ranging from education, water and sanitation, microfinance, promoting of rural livelihood, preventive and curative health care services and social awareness.
The community worker is the key BRAC person involved in all these activities.
Village organisations are the link between the community and the organisation. The entire activities of the village organisations are decentralized but supported by a centrally planned capacity building and resource allocation system. It is this combination of focused, participatory decentralized development activities undertaken through the village organisations which allow it create the necessary awareness, climate for a paradigm change in the behaviors of the households towards education, prevention of illnesses and self sustained economic activity which is the root cause of its success.
This allows it to achieve extensive reach yet attain economies of scope in its activities at the village level. Its support activities in form of training, human resource development, finance and accounting etc provide the backbone to facilitate focus on the extensive community activities (for greater details visit www.brac.net). The success of the BRAC model is due its people centric focus, consistent interaction and handholding of the household at the village level, and excellent support activities. However, it is yet to organize its support activities in such a way so as to achieve economies of scale.
The success of BRAC only strengthens the necessity for similar focus in health care activities in the Indian health system if the MDG'S are to be achieved.
Having looked at short comings of the health care interventions which are under implementation in India; if the country is to succeed in achieving the MDG'S targets, it needs to urgently make a major paradigm shift in the present health care system. This shift requires a decentralized approach where the trained health personnel in form of the community health workers are positioned in the community they serve supported by trained medical doctors. They form the front end of the health care delivery system. This is to be supported by a centrally planned and administered capacity building and resource allocation system. Using the BRAC model as the foundation, this paper now develops an integrated model which, if implemented, is more likely to lead to achievement of the MDG'S
THE INTEGRATED MODEL
The integrated model for health care service delivery is driven by the philosophy that the end user of the service (the house hold in the community) needs to be the focus of all health care activities. Its focus is to promote those individual behaviors which promote good health through maintenance of good sanitation, nutrition, and an ability to identify deviations form health early and access health care facilities in time. Prevention is the main focus of health care activities.
This requires active involvement of the house hold.
The aim is to promote self reliance, social awareness, involvement and commitment in the households (with a special emphasis on the role of the women). This would be done through the activities of health education, community works to facilitate better sanitation and access to drinking water, periodic monitoring of the health status of the house hold members and access to curative services including supervision and follow up of treatment in illness conditions. The activities to be undertaken can be divided into those at the community or village level and support activities (see figure 3 above for activities at the village level).
The community level activities undertaken through the trained community health worker covers health education, monitoring and supervision of treatment of illnesses, data collection and maintenance of community health records, and facilitation in accessing health care facilities in times of requirement. These activities would be supported by health care facilities manned by trained medical personnel.
The support activities include capacity building, funding, funds generation and its allocation, information management, procurement of drugs and its distribution, treatment policy, technical and clinical support.
The community level activities are decentralized and localized to the community. This allows the model to achieve a greater and wider reach. It also allows for economies of scope in its activities Figure 3 as this village organisation can be used to carry out all the public health, health prevention and curative activities.
THE INTEGRATED HEALTH CARE SERVICES DELIVERY MODEL (VILLAGE LEVEL)
The support activities thus need to be centralized and integrated for resource planning and allocation as this require higher technical inputs and information. These centralized activities would be grouped or integrated at cluster, area, district and region levels to facilitate the linkages and change over with the decentralized operational set up at the community level (see figure 4) The model can be implemented using an NGO, or through the government agencies or through the village administrative unit. It would be ideal if it is implemented through an NGO. This model allows the achievement of MDG'S through the process of socio economic development along with synergistic implementation of sectoral programmes. It is in its ability to motivate the beneficiary to engage in self development that it is unique and likely to be effective.
In this whole scheme there would be three main actors: the community, the non governmental organization and the state and central government.
The village community has the self interest in its development. The nongovernmental organizations are the intermediaries which catalyze the entire process and act as the balancing fulcrum between the people and the governmental agencies. The government, represented by both the state and central government agencies has the greater role in providing the financial impetus at the start; act as aid givers in times of calamities and crises. It thus allows governments to concentrate on policy and programme initiatives in the core sectors of health, education, and other social sectors along with resource mobilization and efficient allocation, while leaving the onerous task of directing and overseeing the implementation of such initiatives to agencies who have the motivation and commitment to ensure a fair and reasonable implementation and achievements of objectives.
Significantly this model positions the three main actors in development, the community, the non governmental organizations and the government in the correct perspectives based on their strategic role.
PLAN OF ACTION FOR IMPLEMENTATION OF THE MODEL:
The aim of the paper was to highlight the need for a paradigm shift in the thinking involved in formulation and implementation of strategies to achieve the MDG'S in India. The proposed 
CONCLUSION:
In conclusion when we look at the Millennium Development Goals, achievement of these goals in India requires a paradigm shift in the health care programmes from the traditional focus on the interventions to the house holder who is the end user. This shift is necessitated by the by the fact that health of an individual is influenced by a combination of good sanitation, nutrition, clothing, shelter, early detection of diseases and prompt access to health care service. This necessitates the active involvement of the individual in the health care service delivery process. To facilitate this integrated model of health care service delivery is required. Such a model has been proposed which is more likely to help India achieve the MDG'S targets if implemented.
ANNEXURE 2 HIGHLIGHTS OF THE WORLD BANK REPORT -ATTAINING MDG'S'S IN INDIA
The World bank report (2004) on its assessment of whether India can attain the Millennium development goals conveys the key message that there have been considerable regional disparities in the past performance and these are likely to continue in the future, the report highlights the need for significant progress in MD indicators in the poorest states of Bihar, Orissa, Madhya Pradesh, Rajasthan and Uttar Pradesh.
The key findings of the report are:
1. There are large interstate and regional disparities in their performance on MDG'S which has implications for the targeting of the interventions and resources to these regions.
2. Despite health and education being state subjects, the majority of the resources come through centrally sponsored programmes.
3. Many of the MD indicators have high geographic concentration. Identification of these units and selective targeting of these areas is a suggested strategy.
4. Gender disparities in infant, child mortality and education contribute significantly to MD indicators. Studies have shown that these narrow down with mother's education.
5. There is evidence of significant synergies among the different MDG'S. Implication is that proceeding with simultaneous action on all these measures enables greater impact.
6. Attainment of these MDG'S will be extremely challenging, especially for the poorest five states. The way to tackle these issues in the poorest five states is to have a combination of interventions, economic growth, improved coverage of infrastructure and wide ranging reforms in service delivery institutions. Unfortunately, these regional disparities are not only across states, but also across districts within states. This translates to customization of interventions also within the state but across districts.
LINK BETWEEN SOCIO ECONOMIC GROWTH AND EFFICIENCY OF HEALTH CARE INTERVENTIONS; THE INDIAN EXPERIENCE
Socio
The customization is also influenced by factors like huge regional disparities in terms of The crucial difference in the management of the programme has been the role of the nongovernmental organisations.
In Bangladesh, BRAC (Bangladesh rural advancement committee) has pioneered implementation of DOTS as part of tuberculosis control programme. It implements the programme with active support of the government of Bangladesh through its village organisations which are at the core of all its developmental activities. The community health care workers manage the detection, monitoring, supervision and education of the patient. Detection and cure rate is better, at 30% and 95%, over the national average. The success of BRAC initiative is attributed to an integrated approach to management of diseases including tuberculosis, crucial role of community health workers in generating trust with the households, facilitating social awareness of disease; availability and easy access to the community workers (Ravichandran 2004).
In India, the programme was run as a centrally controlled vertical programme (NTP) and on review was found to suffer from the problems of poor; detection of cases, compliance of treatment instructions by patients, high relapse rate, increased use of non standard protocols and poor management of programme including supervision( Mukherjee 1995). The revised national tuberculosis control programme (RNTCP 1997) has corrected the shortcomings of previous programmes and lays a greater emphasis on supervision of patient and cure. The programme has involved a large number of non governmental organisations (more than 1500 in 2005) to facilitate reach but more importantly facilitate social awareness about the disease. The effect of such a step can be seen in the rapidity with which the DOTS strategy could be scaled to cover the entire country in a span of eight years (1997) (1998) (1999) (2000) (2001) (2002) (2003) (2004) (2005) attaining a cure rate of 85% and a detection rate of >42 % ( Annual report RNTCP 2006) .
INTERVENTIONS TO REDUCE MATERNAL MORTALITY RATE: A COMPARISON OF
INDIA AND SRI LANKA
Maternal and Perinatal conditions:
India accounts for 25% of the global maternal mortality and infant mortality rate. The infant mortality rate (no of deaths of infants/1000 live births) has stagnated at 65 for the last 10 years after it witnessed a sharp drop from 91 in 1990 to 65 in 1996. The maternal mortality rate (no of maternal deaths per 100000 pregnancies) has been stagnating around 540 for the last ten years.
The major reasons for the stagnation in these two critical indices have been poor access to antenatal, delivery and post partum care. A very low percentage of deliveries were conducted by trained health personnel and a resultant high rate of infant deaths in the first 28 days of child birth. The quality of antenatal delivery, and post partum care have a significant impact on neo natal death rates which are contributing maximum to the infant mortality rate.
Of the activities which needed to be monitored in both the cases, majority of them required community involvement. These were the items which involved monitoring of the well being of the mother and the child which would have had an impact on the preparedness for emergencies and early detection of conditions threatening the lives of both mother and the infant. Community involvement meant regular and systematic monitoring by trained health personnel available in the community all the time. Sri Lanka; a country with similar economic and socio cultural characteristics, from the beginning focused on health education, systematic training of personnel, monitoring, and improving access to facilities through a widespread network of rural trained and skilled midwives supported by competent obstetricians. It was a programme that was focused, monitored and house hold centric.
Causal factors for the major conditions are: Mental illness Alcohol and Drug abuse, lack of early diagnosis and care 9 Cancers. Lack of awareness, industrial toxins, environmental pollution, tobacco and alcohol consumption, Communicable disease contribute to over 50% of the burden but the significance of life style diseases is growing indicating that the country is undergoing an epidemiological transition.
